Introduction
What has been impressive about the European Spine Journal this year is the large number of high quality papers from the Middle and Far East and India and Japan. The Editors have wisely felt that the title of the Journal should not limit its content, it is truly international.
The Spanish and Italian supplements, allow those of us whose language is English alone, to appreciate the great contribution those countries make to our speciality. The educative value of the supplement on sagittal balance was immense, as it is clear that an understanding of this is vital in trauma, disc arthroplasty, spinal fusion, and the management of deformity.
Spinal stenosis
Throughout the year there are a number of guideline articles on various subjects. These are reviews and metaanalysis of the literature dealing with a newly introduced treatment, and assessing the evidence for its continued use. The paper on ''Effectiveness of interspinous implant surgery in patients with intermittent neurogenic claudication: a systemic review and meta-analysis'' is an excellent example by Moojen et al. [29] . They looked at two independent randomized controlled trials, and eight prospective cohorts, and found that this treatment (interspinous implants) was better than conservative treatment-just. They felt the evidence was low, and the cost high, so that the cost effectiveness of the treatment should be more fully assessed, before what they term ''worldwide implementation is introduced''. Unfortunately worldwide use is already there, as one manufacturer in 2007 made some 18.1 million dollars from their device, and other competing devices did equally well. In considering these guidelines it is of interest to look at some other papers on spinal stenosis during the year.
The paper by Slätis et al. [41] is an excellent example of the value of reading the whole paper, rather than relying on the abstract. It is the long-term result of surgery for lumbar spinal stenosis, a randomized controlled trial. The 94 patients selected had mild stenosis, which made it ethical to divide them into a surgical group, and a conservatively treated group, the patients being fully informed of their random allocation to either group. The results indicated that the surgical group did better, but this difference became less as time went on, so that by 6 years, both the conservatively treated group and the surgically treated group were the same as regards back pain when walking, and the walking ability was the same in both groups.
The surgical group remained better as regards their Oswestry score, and leg pain when walking, but in the last 2 years (4-6 years after surgery), the difference has becoming less marked. This is a most valuable paper in terms of helping surgeons to make the decision whether to operate on the mild stenosis. The abstracts final comment that decompressive surgery provided modest but consistent improvement in functional ability surpassing that obtained after non-operative treatment is entirely correct, but reading the whole paper provides a better picture of the nature of that benefit in the short and long term. Perhaps it is this group of mild stenosis that interspinous implants have a place because of the greater acceptability to the patient of the lesser procedure.
The paper by Yamada et al. [49] dealing with ''Clinical outcomes of microscopic decompression for degenerative lumbar foraminal stenosis: a comparison between patients with and without degenerative lumbar scoliosis'', again gave a very clear message. Microscopic decompression in the presence of a scoliosis was as good as that done if there was no scoliosis, if the scoliosis was stable. If on doing standing and supine films, the scoliosis moved \3°, then there was no need to fuse, and microscopic decompression alone would succeed. If, however, the scoliosis was unstable, that is the difference in the two films was more than 3°, then one should decompress and fuse. This is a clear message, and is of value because in this population there are old and unfit patients, and being able to avoid fusion is very important.
The issue and the importance of cost effectiveness raised in the paper on interspinous implants referred to above are dealt with very fully by van Tulder [46] . As increasingly governments-that is the tax payer-have to fund medical care, cost effectiveness is of great importance, in giving health care providers information that allows them to make correct decisions as to where their limited resources are best spent for the general good. It is of course less welcome to the patient, who may be denied on the basis of cost effectiveness a treatment that does help him or her.
Disc herniation surgery
The majority of patients with sciatica due to a prolapsed disc recover without surgical intervention. But a substantial proportion (up to 30%) do not and have pain for a year or longer. Peul in a number of previous papers [38, 39] has shown that although surgical and conservative treatment have a similar outcome after 2 years, during those 2 years the conservatively treated group make greater use of medical care. The systemic review by Jacobs et al. [23] of five studies, all randomized controlled trials confirm this overall conclusion that at 2 years both groups are the same, but during the 2 years the conservatively treated will suffer more. If patients with sciatica wish to get better sooner, then surgical treatment is more likely to allow this. Two papers in January [1, 4] suggested that there were some increased risks and little benefit in minimal intervention surgery for a herniated disc. The paper by Ahn et al. [1] concerning dural tears in percutaneous discectomy made alarming reading. They report nine patients who sustained dural tears during percutaneous endoscopic lumbar disectomy. Although this was a small incidence, it was clear that in this technique, such tears were easily missed, and if missed, they were associated with significant neurological complications due to herniation of rootlets. It was thought that the pressure of the irrigation fluid prevented CSF from escaping, and thus the tear was not seen. In the same journal Arts et al. [4] in a randomized trial compares the degree of muscle injury produced by conventional microdisectomy compared with tubular disectomy. They used creatine phosphokinase estimations in the serum, the day before surgery and 1 day after surgery, and did cross-sectional imaging of the multifidus a year after surgery, and there was no difference between the two groups in atrophy grade. It is of interest also that in this study, the ''tubular group'' experienced more back pain in the year after surgery.
Clinical experience has taught us that in patients with a herniated disc, and sciatica, justifying surgical treatment, the presence of significant back pain, especially if it is worse than the leg pain, is associated with a less successful outcome. The SSE Spine Tango data were obtained from 308 patients. Kleinstueck et al. [25] conformed that this was indeed the case. A previous paper by den Boer [12] had shown that excessive pain before surgery was associated with a poor outcome, but did not distinguish between leg and back pain, this study shows that it is excessive back pain that is associated with a poor prognosis. However, one other feature of the study was that of those with predominant back pain 69% still had a satisfactory outcome. The authors express the view that patients with predominant back pain should still be operated upon, but should be informed that the result will not be necessarily as good, as would be the case if they had predominant leg and buttock pain.
Fusion or disc replacement
In 2006, the paper of Freeman [15] supported the view that although the results of disc replacement and fusion were similar at 2 years, the long-term safety of disc replacement was uncertain, and disc replacement should not be regarded as a safe alternative to fusion. The paper by Fritzell et al. ' 'Cost Effectiveness of disc prosthesis versus lumbar fusion in patients with chronic low back pain: a randomized controlled trial with 2 year follow up'' [16] draws on their previous figures of clinical results, but does a cost effectiveness study comparing fusion with disc replacement. There were greater costs associated with fusion, due to the frequency that a second operation was done to remove implants. It is curious that despite the Volvo Award winning paper by Thomsen et al. in the late 90s, [44] which showed there was no benefit in instrumenting a fusion, that it is still standard practice. However, there were some other financial figures in this paper that merit commenting on. The economic benefits of back surgery either fusion of disc replacement was worth nearly 2 million Euros in these 152 patients, as the majority had been off work before operation and returned to work subsequently. The view is often expressed that back surgery is less economically rewarding than say hip surgery; these figures rather rebut that supposition. Although the results clinically were deemed the same on both groups, in the disc replacement group the number of patients who regarded themselves as being totally relieved of their back pain was 15% in the fusion group, and 30% in the replacement group.
In the supplement on sagittal balance, the paper by Pellet [37] dealing with the influence of sagittal balance in guiding a surgeon as to whether an arthroplasty or replacement was appropriate was explored. It seems clear that if associated with disc failure, especially at the L4/5 level, the sagittal balance is disturbed, and then prosthesis is preferable to fusion. However, if the disc failure was at L5/S1, with a similar disturbance of the sacral slope, then fusion at this level was more appropriate. The authors suggest that prior to the insertion of an artificial disc, an analysis of sagittal parameters should be done.
Total disc replacement in the cervical spine is dealt with in the paper by Zechmeister et al. [51] . They conclude that the results of fusion and replacement are so similar that having regard to the greater cost of disc replacement, the technique should only be used in a research setting. Of course, the benefit of disc replacement may be the movement it permits and hence the protection of adjacent levels, a benefit that would not be detected in this systemic review, which was restricted to a 2-year follow-up.
The paper by Nabhan et al. [33] addresses the movement in an adjacent segment in the cervical spine after either fusion or replacement. They showed that with either procedure, there was an increased range of movement. In the post-operative period, this was greater with the fusion procedure, but at 1 year, there was no difference. If the supposition is that by doing a disc replacement, the range of abnormal movement of the adjacent segment will be less than if a fusion is done, and hence on the supposition that increased range (? abnormal) of movement leads to degeneration, then this study does not support that view, further weakening the case for disc replacement in the cervical spine.
Fusion and dynamic non-fusion stabilisation
Non-fusion dynamic stabilisation was initially developed by Graf, on the basis that abnormal movement was the cause of pain, and a system that altered the range of movement could produce pain relief [32] . However, with the increasing acceptance that abnormal load transfer could be an important cause of pain, the paper by Morishita et al. [30] ''Kinematic evaluation of the adjacent segments after lumbar instrumented fusion: a comparison between rigid fusion and dynamic non-fusion stabilization'' is of considerable interest. They reported 77 patients with a degenerative spondylolisthesis treated by fusion, either a dynamic fusion with a device, which allowed movement in the sagittal plane only (41 patients), or a bony fusion, stopping all movement (36 patients). At final follow-up, the degree of disc degeneration in the fused group at levels above and below the fusion was greater than the degree of degeneration in the dynamic group. They preface their discussion with the statement ''a non-fusion stabilization unloads the intervertebral disc without complete loss of motion at the treated segment''. They then discuss the various other devices such as the Graf and the Dynesis, stating that these other allow rotational and lateral bending as well as movement in the sagittal plane. They claim that the hinged screw in their implant provides the load to be shared between implant and vertebral column, and allowed only movement in the sagittal plane, allowing 14% of movement at the dynamically fixed level. Both groups clinically were equally successful, perhaps because they all had spinal stenosis, and this was dealt with. Two other papers dealing with dynamic stabilization deal with the use of the Diam insert. In the paper by Sur et al. [43] , the implant is used in patients who are treated for spinal stenosis, or a disc herniation to prevent recurrence. They state that after operation for stenosis or disc herniation, the results usually deteriorate over time, and inserting a Diam will prevent this. In fact, their results suggest that reoperation rate would be predicted at 8%, at 4 years and probably higher as they admit that some patients who merited reoperation refused. This is the expected level in many series without an implant. It would seem that this paper destroys the case for the use of the Diam as a protection against repeat surgery. The paper by Buric [9] , which reported on 52 patients treated with the Diam and assessed after 4 years. Some showed a 30% improvement. However, the only common feature amongst the patients was that they had low-back pain, so that stenotics, disc herniations, instability, disc degeneration, were all treated, and in the discussion the authors postulate on the multitude of reasons that the device might alleviate symptoms. Although they felt unloading was important, sadly one was left with little idea as to which patients this device is appropriate for. The above papers deal with implants, which claim to treat degenerative back pain, these must be distinguished from those designed to deal with spinal stenosis.
Adjacent segment degeneration
One of the drivers for both disc replacement, and nonfusion stabilization, is the fear of adjacent segment degeneration associated with a fusion. Two papers address this issue. The paper by Chen et al. [11] ''Adjacent segment degeneration after single segment PLIF, the risk factors for degeneration and its impact on clinical outcomes'' shows that it does occur in some 22% of the patients, but it had no impact on clinical results. It was more likely in the older patients. But was ''not more likely to occur if there was pre-existing degeneration.'' However, as in fact in their series if there was degeneration of grade 4 or 5, a 2-level fusion was done, and these patients are not in the series, this conclusion is questionable. Clearly, however, minor degeneration in an adjacent level to a proposed fusion, should not be seen as an indication to do a 2-level fusion. The discussion in this paper is very comprehensive, and confirms the very questionable influence of ASD on the long-term clinical results of fusion.
In the paper by Anandjiwala et al. [3] ''Adjacent segment degeneration after instrumented posterolateral fusion: a cohort study with a minimum five year follow up'', a rather similar level of radiographic ASD occurred (20.6%). They did find that pre-existing degeneration was a risk factor for progression, but although there was no correlation between the radiological development of ASD and its clinical outcome, and the clinical outcome of patients without and with ASD. However, in fact three patients in the group that did develop ASD required further surgery at that level. However, the results in both papers do not make a case for ASD being a contra-indication to fusion, and a reason to do a disc replacement. A third paper deals with ASD in the cervical spine by Song et al. [42] suggests that ASD was equally common in segments above a fusion as above a non-fused segment, suggesting that it was the natural progression of spondylosis, and not a consequence of the fusion.
Vertebroplasty and kyphoplasty
The paper by Becker [6] compared the costs of conservative treatment as compared with balloon kyphoplasty in patients treated in Austrian Hospitals with osteoporotic compression fractures between 2003 and 2006, and showed that the kyphoplasty group had shorter length of stay and fewer subsequent readmissions to hospital. The cost of the implant and associated surgical costs, cost about the same as 4 days in hospital, which meant that overall costs were about the same in both groups, the kyphoplasty group had a shorter stay, but had the costs of the implant. However, the saving from the procedure was related to the fact that subsequently, the kyphoplasty group were less likely to be readmitted. The long-term benefit of vertebroplasty is shown in the paper by Brodano [8] , in his retrospective review of 59 patients treated with vertebroplasty between 2004 and 2007. The authors draw attention to the fact that in this elderly population the immediate pain relief is of great importance, and this was achieved in 66% of their patients, with moderate immediate pain relief in 28%. Although in this group there were 13% further fractures at other levels, in those who did not have further fracture, the reduction of their VAS score was maintained over the 2 years of follow-up. Although cement leakage did occur in 7% of the procedures, no clinical complications occurred due to this. These papers are further evidence that this is a valuable procedure and not a placebo.
Fractures
As Pal et al. [36] stated at the beginning of their paper, there is considerable controversy over the management of Type II odontoid fractures, and I found their paper immensely valuable in dealing with the subject. It is well researched, and provides a clear message. Surgical treatment of an unstable odontoid fracture is justified in the fit elderly patient. The use of the halo is questionable, because it is associated with significant complications in the elderly unfit person. In this situation the use of a collar, will lead to a stable probably ununited fracture, an acceptable outcome in such a patient, not associated with neurological problems. The paper by Osti et al. [35] dealt with 33 patients over 65, who had had fractures of the odontoid internally fixed with a screw. Twelve of the thirty-three patients failed to unite. The authors give various reasons for this, including the degree of osteoporosis, the degree of obliquity of the fracture, moderate degenerate changes in the atlanto-axial joint and poor reduction. They regard screw fixation as being ''widely accepted as the treatment of choice'', and in discussing alternatives did not mention the use of a collar. It is not clear from their paper, whether all the non-unions were re-operated upon, but their final recommendation was that primary posterior atlanto-axial fusion was to be preferred if the factors alluded to as being associated with failure to unite were present. They routinely used one screw, and do not discuss, whether results would be better with two. The paper by Daher et al. [53] shows that in a Brazilian population only 65% would have an odontoid big enough to accommodate two screws, and if this was planned, careful CT evaluation of the odontoid prior to surgery is necessary. The rather elegant paper by Reinhold et al. [40] dealing with the occurrence of alterations in spinal alignment below a mal-united odontoid fracture makes interesting reading, although the clinical consequences of this altered alignment, what they call ''Geier'' due to its resemblance to a Vultures beak, are not described. However, it is of interest that they favour posterior fusion rather than odontoid screws.
The paper by Yang et al. [50] dealing with the outcome of thoraco-lumbar burst fractures treated with indirect reduction and fixation without fusion, with a 3-year followup, provided evidence that this was a very satisfactory treatment of these fractures, with an average ODI score at follow-up of 16.7, and 54 of 64 patients being excellent or good. As one of the contra-indications to this technique is a rupture of the posterior longitudinal ligament, it would have been interesting to know, how often this was the case, and whether such patients were treated by anterior surgery. One suspects that ruptures of this ligament are unusual in a burst fracture. Removal of the metal work is important as it allows mobility to recover, especially at the lower and usually relatively un-injured disc, such mobility being especially important if the patient is paraplegic.
The paper by Ge et al. [18] provides further support for treating these patients posteriorly alone. Late kyphosis was not seen in their series, or instrument failure. In part they ascribe this to the fact that they instrumented the fractured vertebrae, but may have been related to the fact they did a laminar fusion. In view of the significant biomechanical advantages in these fractures of instrumenting the fractured vertebrae, it is surprising, how many surgeons do not do so. Looking at the results of these two papers, one must question the wisdom in these cases of doing an anterior fusion, and replacing the vertebrae with a cage, which produces a 2-level fusion.
It is of value to compare the above results with those reported by Cakir et al. [10] describing the mid-term results of PLIF and TLIF in trauma. This reports the results of using the above techniques to fuse the cephalad disc, using a posterior or postero-lateral approach. The benefit of such a fusion was to allow a better restoration of kyphosis, and hopefully less subsequent loss of correction. However, in fact in both series loss of correction occurred, both about 25% of the initial correction achieved. The technique is certainly an improvement from an anterior approach, with implantation of a cage, but it is questionable, whether it is to be preferred to posterior stabilisation and indirect reduction.
In view of the increasing use of the TLIF approach, the papers dealing with the anatomy of psoas and the lumbar plexus are of importance [22, 28] . The risk of nerve injury in the upper, lumbar spine is small, but the risk at L4/5 is very significant, where for a right-sided approach the nerves are at risk in 40% of the patients, and on the left at 20%. It would seem that there is little indication for this approach at this level, and anatomy does not allow it at L5/S1.
Two papers dealt with blunt traumatic vertebral artery injury [13, 31] . Most patients with cervical fractures have a CT scan, and the paper by Mueller [31] describes 69 patients, out of a cohort of 599 patients, who on the basis of the CT were suspected of having a vertebral artery injury, and indeed the incidence was 27%, and a quarter of these had vertebro-basilar ischemia with two deaths. The review article [13] is comprehensive, and addresses very fully the evidence regarding screening and management strategies. It is the case that when we look at a CT scan of a cervical fracture, we should think of the risk of vertebral artery injury, especially if the fracture extends into the transverse foramen, and consider whether anti-coagulant therapy should be considered. Unless contra-indicated by other injuries, this seems the appropriate treatment.
Cervical myelopathy
Although the paper by Nagashima et al. [34] is long, it does give a fairly clear message of cervical myelopathy, due to cervical spondylosis in the over 80s progresses rapidly, and surgical decompression is well worth while. This conclusion was based on a review of 161 patients, out of 605 patients, who had decompression surgery between 2004 and 2008. Patients with other co-morbidities, which would affect function, or who had myelopathy due to causes other than cervical spondylosis, such as ossification of the posterior longitudinal ligament, or disc herniation were excluded.
Cauda equina syndrome
This is a rare disorder, and amongst orthopaedic surgeons, and hopefully Accident and Emergency staff, the seriousness of diagnosing the disorder and the need for prompt surgical treatment is recognized. However, the paper by Gardner et al. [17] is very valuable, as it gives a very comprehensive distillation of the literature concerning factors that govern the degree of recovery, and the timing of surgery. Those involved in the medico-legal aspects of this disorder will find in this paper all the information they need to adequately advise their legal team. However, they should also carefully read the paper by Dhatt et al. [14] . This looks at the outcome of spinal decompression in cauda equina syndrome presenting late in developing countries in 50 patients. When they looked at their results, they found that in patients who had total or near total recovery, the delay in treatment was 10 days, and those who had partial recovery (a poor result) it was 13 days. The important point they make is, that recovery occurs over a long period. By lumping together their patients with complete recovery, and those with near total recovery, the influence of early surgery was much reduced, but in fact those who totally recovered, the delay in surgery was only 1-2 days, that is, the 48 h that is increasingly accepted as being an acceptable delay. They draw attention to the value of the anal wink as a predictor of recovery, even if this recovery may occur slowly over many months. An important message in the paper is that in patients presenting late, decompression is still appropriate, as it may allow considerable recovery, over many months. Late diagnosis may mean that the die is cast, that the patient may have long-term neurological sequelae, but these will be less if one does decompresses, albeit late.
Spondylolisthesis
The paper by Jalanko et al. [24] presenting a long-term follow-up of 55 children (pre-puberty) and 243 adolescents operated, upon for isthmic spondylolisthesis, and comparing the results between the two groups. A cohort was chosen from the adolescent group that most closely matched the 55 children, and comparison was made between the two cohorts. The results were similar in each group, but in children remodelling occurred, so that there was a 14% improvement in the slip due to this. This may be a reason to operate early that is before puberty; if one considers it likely that one will operate eventually. Non-union occurred in a fifth of the patients, but did not affect outcome [20] . Low-grade slips were treated by uninstrumented posterior or postero-lateral fusion; high-grade slips were treated mainly by anterior fusion (30%) or circumferential (32%), although 23% had a postero-lateral only. If reduction was carried out in high-grade slips, then instrumentation was required. This paper is an important contribution to the literature.
In the Supplement devoted to sagittal balance (September) the classification of varieties of altered sagittal balance by Labelle et al. [26] is of value, as he establishes that some patients with major slip should be fused in situ, with postural correction only, as they have a balanced spine. Any surgeon dealing with such patients would be well advised to carefully study this paper, as clearly reduction of a balanced spine, may create sagittal imbalance, and possibly lead to the complication of the development of a new spondylolisthesis above the reduced one. The somewhat better clinical outcome in treating lowgrade spondylolisthesis taking account of overall sagittal balance is reported by Bourghli [7] .
Low-back pain
The cost effectiveness of general practice care for low-back pain is examined by Lin et al. [27] . Usual GP care was advised, and analgesics. But some 20% of their patients are referred to rehabilitation or exercise regimes, including manipulation. Although GP care was the cheapest, if patients were referred to other treatments, it appeared that they were more likely to become economically active sooner. From the limited view of the health care provider, GP care is cheapest, but from society as a whole adding education, occupational rehabilitation, behavioural counselling, etc. has important economic benefits. Increasingly, it is the case that GP's do develop some such services in their own practice.
Review articles are of great interest, and three concerning back pains are of particular interest. The paper by Heneweer [21] dealt with the issue of the association of back pain with heavy lifting and twisting activity at work. It is clear from this extensive review that accumulation of loads and frequency of lifts is moderately to strongly associated with low-back pain. Amongst other issues dealt with are specific. Occupational loads and again strong evidence that physical exertion in nursing and the exposure to vehicle driving are moderately to strongly associate with low-back pain. The twin studies [5] by Battie et al., which looked at the role of the genetic contribution to disc degeneration, as revealed on MRI studies, have been frequently, and in my view mistakenly used to support the view that occupational back pain is largely genetically determined. It would appear that the rational view should be that disc degeneration may have a large genetic component, but this is exploited by certain occupational stresses, and patients develop back pain.
The review article dealing with the effectiveness of physical and rehabilitative interventions for chronic nonspecific low-back pain was rather depressing. The authors conclude that there were insufficient data to draw firm conclusions on the clinical effect of back schools, low-level laser therapy, patient education massage, traction and lumbar supports, but that multidisciplinary treatment, including behavioural therapy was better than no treatment [45] . The second review article by the same group dealt with the effectiveness of pharmacological interventions. As might be expected NSAIDS were probably the safest pharmacological intervention, and surprisingly anti-depressants were no better than placebos [10] .
The paper by Hancock et al. [19] is very timely. Since the bio-psycho-social model proposed by Waddell [48] and the acceptance of the term ''non-specific low back pain'' as an acceptable ''diagnosis'', investigation of such patients is not recommended [47] . The authors point out that because in the past attempts to make a pathological diagnosis have not assisted management we have ceased to seek the ''bio'' contribution in these patients. They itemise six misunderstandings about non-specific low-back pain, created by the concept of the bio-psycho-social model, and suggest that we should support strongly research into the biology of lowback pain. They point out that low-back pain is a symptom not a disease, that we are wrong to decide that as to date attempts to make a pathological diagnosis have not improved outcome, we should stop investigating. They point out that because patients with no symptoms have pathology, we should not then cease to look for pathology in patients with symptoms. Their paper ends with a plea that research on possible specific pathological causes of back pain should not be stifled by the acceptance of the ''diagnosis'' of non-specific back pain. For example, it would seem reasonable that all patients with chronic so-called non-specific low-back pain should have an MRI scan. The paper by Albert et al. [2] deals with the prevalence of Modic changes in 4,223 patients with back pain, and their association with disc degeneration, and increased prevalence with age. They conclude that abnormal loading is the likely cause. It is this type of paper that may allow us to eventually understand the complexity of the association of disc degeneration and pain.
Infection
It is generally accepted that spinal epidural abscess, especially if associated with abnormal neurology is a surgical emergency. The paper by Zimmerer et al. [52] shows that despite urgent surgery and appropriate antibiotic treatment, 15 out of 36 patients had significant neurological consequences, including residual tetraparesis, and paraparesis. Nearly half of secondary epidural abscesses were in patients who had had an elective microsurgical discectomy, and a fifth followed facet infiltrations. Unfortunately, the authors do not say whether prophylactic antibiotics were used in these patients. It was of interest that those patients with primary abscesses were treated successfully by one operation, those following spinal surgery, needed two or more operations to successfully treat them.
Conclusion
Having completed this review I am very conscious of the many excellent and interesting papers I have not mentioned because of space. Those I have selected are because of their valuable contributions to the literature, and their influence on clinical management. Clearly my own interests and experience have influenced my choice. One hope that readers will read fully the papers I have drawn attention to, and also in reading them come across papers that I have not mentioned which stimulate their interests.
